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National Arthritis Month — May 2001 


May is National Arthritis Month. Arthritis and other rheumatic conditions are the 
leading cause of disability in the United States, affecting approximately 43 million 
persons in 1997, and may affect 60 million by 2020 (7,2). Early symptom recognition is 
needed to achieve better control of arthritis. CDC, the Arthritis Foundation, and other 
organizations continue to implement the National Arthritis Action Plan: A Public Health 
Strategy (3) to promote progress toward reaching the arthritis-related national health 
objectives for 2010 (4) 

Additional information about arthritis, National Arthritis Month, Arthritis Action 
Day, the National Arthritis Action Plan, and local Arthritis Foundation programs and 
services is available from the Arthritis Foundation, telephone (800) 283-7800, or at 
http://www.arthritis.org.* 
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Prevalence of Arthritis — United States, 1997 
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TABLE 1. Estimated prevalence of self-reported arthritis and activity limitations 
attributed to self-reported arthritis, by sex and age — United States, 1997 





Persons with activity 
Persons with arthritis limitations caused by arthritis 
Sex/Age Rate (95% CI) Rate (95% Cl) 
Male‘ 5,367 12.5 ta +0.2) 
4 +0.0) 
‘ 0 
+0.2 


f 











Female 


15.1 (+1.0) 
20.1 (+2.3) 
4) 7,887 2.9 (+0.3) 
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Editorial Note: The findings in this report indicate that from 1990 to 1997, the prevalence 
of persons with arthritis and with activity limitations from arthritis increased substantially. 
Related analyses have documented 744,000 hospitalizations and 44 million ambulatory 
care visits for arthritis in 1997 (5) 

NADW/’'s definition of arthritis aims to include specific conditions that would be under 
stood as arthritis (e.g., systemic lupus erythematosus, infectious arthritis, and carpal 
tunnel syndrome). Because many persons with arthritis may not consult a physician for 
their condition (6), NHIS self-reported data may provide a more accurate estimate of the 
prevalence and impact of arthritis than medical encounter-based data. In addition, the 
data allow an understanding of the time trends in arthritis because the case definitions 
and survey methods are the same as the 1990 estimates (7 ). 

The findings in this study are subject to at least four limitations. First, the estimates 
used self-reported data that were not confirmed by a physician. Second, to estimate the 
total burden of disease, the analysis used rates based on surveys of the civilian, 
noninstitutionalized population, which represents 98% of the total U.S. population but 
excluded certain groups (e.g., the institutionalized elderly) that are likely to have different 
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rates. Third, data used intercensal projections for denominators; these projected de 
nominators may be inaccurate. Finally, rate estimates were assumed 
unchanged from 1995 to 1997; however, this may be reasonable because age- and sex 
specific prevalence rates were virtually unchanged from 1990 (7) 

Further studies are needed to define the prevalence of specific types of arthritis, to 


provide direct measures of arthritis prevalence, to determine the financial and societal 
impact of arthritis, and to quantify the impact of arthritis at the state level and in health 
care systems. Future analyses of NHIS data will need to accommodate the change from 
ICD-9—based code assignment of conditions to a symptom-based approach to the case 


definition of arthritis 

Interventions are available that may reduce the occurrence and progression of 
arthritis. Measures to reduce obesity and avoid occupational and sports injuries can be 
expected to reduce the risk for osteoarthritis of the knees (7). Other interventions include 
supervised exercise programs, weight loss, and self-education courses such as the 
Arthritis Self-Help Course, which has been shown to reduce pain and physician visits (8). 
Unless such interventions are implemented quickly and widely, national projections sug 
gest that arthritis will become a larger public health problem (7 ). Health-care providers, 
policymakers, and the public health community need to plan for the impact of this growth 
CDC funds 37 state health departments to develop or enhance prevention programs and 
to identify new approaches to improving the quality of life for persons affected by arthri 
tis (9) 


re) 
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Trends in Blood Lead Levels Among Children — 
Boston, Massachusetts, 1994-1999 


Data from the National Health and Nutrition Examination Survey and national! child 
hood blood lead surveillance data from 19 states indicated that average blood lead levels 
(BLLs) in young children decreased during the late 1990s (7-3). The proportion of chil 
dren tested who had BLLs >10 pag/dL declined from 10.5% in 1996 to 7.6% in 1998, 
although the proportion was higher in certain counties (3). To determine whether a 
similar decline had occurred in Boston, Massachusetts, where a high proportion of chil 
dren are tested each year, and whether any changes were similar in high- and low-risk 
neighborhoods, CDC, in collaboration with the Boston Childhood Lead Poisoning Preven 
tion Program (BCLPPP) performed an analysis of BLLs among children aged 6-72 months 
in Boston during 1994-1999. The results indicate that BLLs in Boston declined during this 
period, but because of the geographic variation in lead exposure, continued surveillance 
will be necessary to eliminate childhood lead poisoning 

Private laboratories are mandated by Massachusetts law to report all blood lead test 
results to the state laboratory. BCLPPP receives all blood lead test results for Boston 
residents from the state laboratory. Massachusetts lead screening regulations require 
that health-care providers screen children at age 9-12 months and annually up to age 48 
months. Children at high risk for lead poisoning are screened every 6 months during ages 
6 months-3 years and annually from ages 3-6 years. The proportion of children tested 
who had BLLs >10 pg/dL and >20 pg/dL by fiscal year (FY) from July 1, 1993, through 
June 30, 1999, was computed. Children were counted once in each FY in which they had 
at least one blood lead test, and the highest test result in a given FY was considered in the 
analysis. Because sample contamination of a capillary test can result in a slight over 
estimation of BLLs, only tests performed on venous samples with BLLs >10 yg/dL were 

onsidered in the numerator, and tests using both venous and capillary samples were 
used in the denominator (4,5). Massachusetts Institute for Social and Economic 
Research data were used to estimate the population of children aged <6 years for 1994 
and 1998 (4). U.S. census data from 1990 were used to characterize 16 Boston neighbor 


hoods by ZIP code according to factors that may indicate risk for lead exposure (e.g., 
percentage of pre-1950 housing, minority children, and children aged <6 years living in 


poverty). Housing parcel information was obtained from tax assessor data 

The number of children aged 6-72 months screened annually in Boston declined 23%, 
from 35,304 (73.3% of the population aged <6 years) in 1994 to 27,233 (61.6% of popula 
tion aged <6 years) in 1999 (Figure 1). However, screening among children aged 9-48 
months remained high (82% during FY 1999) 

During 1994-1999, the overall prevalence of children with BLLs >10 pg/dL declined 
45%, from 9.3% (3265) to 5.1% (1398). The prevalence of children with BLLs >20 pg/dL 
declined 66%, from 1.5 % (545) to 0.5% (140) (Figure 1). Neighborhoods with prevalence 
rates in the upper tertile in 1994 had a higher percentage of children living in poverty, 
Spanish-speaking households, and vacant parcels than neighborhoods with lower preva 
lence rates (Table 1). Overall, about two thirds of houses were built before 1950, and no 
substantial differences were found in the proportion of houses built before 1950 between 
the highest and lowest risk neighborhoods. The prevalence of elevated BLLs declined 
from 1994 to 1999 in all 16 neighborhoods, with the highest absolute average decline 
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Blood Lead Levels Continued 


FIGURE 1. Number of children tested for blood lead and prevalence of these children 
with elevated blood lead levels (BLLs), by year — Boston, Massachusetts, 1994-1999 
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TABLE 1. Risk levels for elevated blood lead levels (BLLs) in 16 neighborhoods, by 
risk factor — Boston, Massachusetts, 1994-1999 
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6.2 
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(4.8%) in neighborhoods with the highest prevalence in 1994. In 1999, six high-risk neigh 
borhoods accounted for 80% of children with elevated BLLs, approximately the same as 
in 1994 (83 

The decline in prevalence of elevated BLLs during 1994-1999 was similar across age 
groups: 51% among children aged <12 months, 42% among children aged 12-36 months, 
and 46% among children aged 36-72 months 
Reported by: S Franco, MS, Childhood Lead Poisoning Prevention Program, Boston Public 
Health Commission, Boston, Massachusetts. Lead Poisoning Prevention Br, Div of Environ 
mental Hazards and Health Effects, National Center for Environmental Health, CDC. 
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Editorial Note: The findings in this report indicate that the prevalence of elevated BLLs 
in Boston declined consistently during 1994-1999, similar to declines reported from 19 
states (3). Building of new houses and remodeling of older houses that removed lead 
painted building components, such as windows, may have contributed to this decrease 
(6). In addition, under the Massachusetts Lead Law*, BCLPPP has required property 
owners to correct lead paint hazards in dwellings occupied by children aged <6 years. 
Since 1985, approximately 6800 de-leading code enforcement activities have occurred 
in Boston, and the law has encouraged many additional property owners to comply with 
de-leading activities (BCLPPP, unpublished data, 2000). 

Although BLLs have declined in all Boston neighborhoods, levels remained higher in 
1999 in the areas with the highest levels in 1994. These high-risk neighborhoods are 
characterized by higher proportions of minority children, children living in poverty, and 
vacant properties; a high proportion of old housing, likely to have leaded paint, is found in 
all neighborhoods. Low socioeconomic status and associated deterioration of older hous 
ing are major contributors to lead exposure in Boston (7) 

The findings in this report are subject to at least four limitations. First, reporting of 
blood lead test results varied among different laboratories; therefore, results may not be 
uniform. Second, children at high risk for blood lead poisoning also may have high screen- 
ing rates. Third, this analysis does not include lead exposure measures associated with 
the children in the study; as a result, the prevalence rates in the population screened may 
not be representative of all children in Boston. Finally, the use of older housing and 
demographic information (i.e., census and tax assessor data) may not reflect changes in 
some Boston neighborhoods. 

Approximately 1300 children in Boston are identified annually with BLLs >10 yag/dL, 
levels high enough to adversely affect cognitive development and behavior. One of the 
national health objectives for 2010 is to eliminate childhood lead poisoning (8 ). Because 
of the substantial geographic variation in lead exposure, continued use of blood lead data 
for surveillance purposes will be essential in Boston and other jurisdictions to focus 
resources on high-risk neighborhoods and to achieve the health objective. 


3lood lead levels nited States, 1988-1991. MMWR 1994;43:545-8 
CDC. Update: blood lead levels—United States, 1991-1994. MMWR 1997;46:141-6 
CDC. Blood lead levels in young children—United States and selected states, 1996-1999 
MMWR 2000;49:1133 
CDC. Preventing lead poisoning in young children. Atlanta, Georgia: US Department of 
Health and Human Services, CDC, 1991 
CDC. Screening young children for lead poisoning: guidance for state and public health 
»fficials. Atlanta, Georgia: US Department of Health and Human Services, CDC, 1997 
Public Health Service. Strategic plan for the elimination of childhood lead poisoning 
Washington, DC: US Department of Health and Human Services, Public Health Service 
1991 
Clark CS, Bornschein RL, Succop P, Que Hee SS, Hammond PB, Peace B. Condition and type 
f housing as an indicator of potential environmental lead exposure and pediatric blood 
lead levels. Environ Res 1985;38:46-53 
US Department of Health and Human Services. Healthy people 2010 (conference ed, 2 vols) 
Washington, DC: US Department of Health and Human Services, 2000 


*105 Code of Massachusetts Regulations 460.700 
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National Estimates of Nonfatal Injuries Treated in 
Hospital Emergency Departments — United States, 2000 
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to the underlying cause for injury-related death. Mechanisms of injury were classified by 
trained coders into recommended major external cause-of-injury groupings (3,5 ) using 
definitions consistent with /nternational Classification of Diseases, Ninth Revision, Clini 
cal Modifications (\CD-9-CM) external cause coding guidelines (6). Because of limited 
resources, ICD-9-CM external cause-of-injury codes were not assigned 
During 2000, persons with nonfatal injuries were treated in EDs at an estimated rate 
of 11,188 per 100,000 population. The nonfatal injury rate was approximately 40% higher 
for males than for females (Table 1). Males aged 15-19 years had the highest nonfatal 
njury rate (20,528 per 100,000 population) (Table 1). Of the estimated 31,000,000 nonfa 
tal injuries, 93.6% were unintentional and the remaining 6.4% were violence-related, 
ncluding assaults (5.5%), intentional self harm (0.7%), and legal interventions (0.2%) 
Table 2). Falls were the leading cause of unintentional nonfatal injuries, accounting for an 
estimated 7,021,000 (24.4%) of unintentional injury-related ED visits. An estimated 
3,299,000 persons were injured as an occupant in a motor vehicle (Table 2), of which 
95.2% were traffic-related. Injuries to motor-vehicle occupants were the leading cause of 
inintentional nonfatal injury-related ED visits for females aged 15-24 years. The non 
fatal injury rate for pedal cyclists was 2.9 times higher for males than for females (Table 


2). An estimated 389,000 persons were treated in EDs for dog bites (Table 2) 


Of an estimated 1,973,000 violence-related nonfatal injuries, 66% were physical 
assaults that included being hit with an object or by another person (Table 2). Sexual 
assault was the fourth leading cause of violence-related, nonfatal injury-related ED vis 

the nonfatal rate of sexual assault for females was 4.8 times higher than that for 
males (Table 2). Approximately 150,000 persons were treated in EDs for poisoning 
related suicide attempts and the rate of intentionally self-inflicted, nonfatal poisonings for 
females was 1.6 times that for males (Table 2) 


Rear , ff ‘Ss , i Py ta ry ris mn ) , ‘ Pre n ; 
Rep ed by: Office Statistics and F ( Itioné x fo ury Frevention and 
tra “DNC 


Editorial Note: The findings in this report indicate that, in 2000, approximately 10% of 
U.S. residents were treated for nonfatal injuries in EDs. On the basis of NEISS-AIP and 
National Vital Statistics System data (7), for every injury-related death in the United 
States, approximately 200 persons were treated for nonfatal injuries in EDs. Most (93.6%) 
»f these injuries were unintentional; however, approximately 2 million persons were 


treated for violence-related injuries. NEISS-AIP will provide a national data source for 


further characterizing these injuries by unintentional and violence-related causes and 
helping to identify those at risk 

NEISS-AIP will provide additional data on the characteristics and circumstances of 
injuries that are treated in EDs. In addition to age, race/ethnicity, sex, intent of injury, and 
mechanism of injury, data are being collected on principal diagnosis, primary body part 
affected, locale where the injury occurred, work-relatedness, consumer products in 
volved, and disposition at ED discharge. For transport-related injuries, data are being 
collected on traffic-relatedness and on motor-vehicle occupant status (e.g., driver, pas 
senger, boarding, and alighting) at the time of the injury. For assaults, data are being 
collected on the relationship of the perpetrator to the injured person (e.g., spouse/part 
ner, parent, other relative, friend, and stranger) and the context (e.g., altercation, rob 
bery, sexual assault, drug-related, and gang-related). In addition, on the basis of informa 
tion in the ED record, a brief narrative is being recorded that provides further details 
about the circumstances of the incident 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending April 28, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending April 28, 2001 (17th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending April 28, 2001, and April 29, 2000 (17th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 28, 2001, and April 29, 2000 (17th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 28, 2001, and April 29, 2000 (17th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
ril 29, 2000 (17th Week) 


weeks ending April 28, 2001, and A 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 28, 2001, 
and April 29, 2000 (17th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 28, 20071, 
and April 29, 2000 (17th Week) 





Meningococcal 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
April 28, 2001 (17th Week) 
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